DEPARTMENT OF PUBLIC HEALTH AND WHELFAR

Reglllrnl:on Distriet No,
=X F'h 0T () 4 am-ey

1 L VLT & G TO03
1. PI..ACE OF DEATH
e. COUNTY

DO NOT WRITE

ON THIS STUB AMENDED

' TATE FILE
___Primary Registration District No. IM_____RW“"!F s No 1m44’6ﬁ_mﬂ3_

2. USUAL RESIDENCE (Where dgelnd lived. If institution: Residence befora
a. STATE H’[S&URI b./COUNTY sdmision)

<. CITY

OR
own Sl IJJUIS
d. STREET (It aymide, give location)

AOGRESS 31,324 Shenandoah

4. DATE Month

ofan OCTORER

VS 300
Rev. 4/59

Length of stay in Ib
17 YIRS

Inside Limits

Yok No OO

Inside Limits

No O

Reside on Farm

Yo OO0 N B

b. CI'I;( {If autside corporate limin, give TOWNSHIP only)
1own ST, LOUIS
. FULL NAME OF {If NOT in howpital, give location)

stution VET ADM HOSPITAL

3. NAME OF DECEASED
(Typa or print)

Yes

]

GATE AMENDED

2

Middla Last

CLAYTON

First

GLEN

Day Year

| W

O

13

1963

7. Maried 48 Never Married [
Widowsd [] Divorced [

5. SEX 4. COLOR OR RACE

MAIE WHITE

9. DATE OF BIRTH

10-2-10

%. AGE (lam birthcay)

53

IF UNDER 1 YEAR

IF UNDER 24 HR

Months Days

Hours Min.

F |

10a. USUAL OCCUPATION (Give kind of work done
during mosr of workjeg life, |f M )SC

Jork re
13a. FATHER'S NAME

JOHN C. CLAYTON

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown) I(If qu 5” or dates of ur\rioe]

10B, KIND OF BUSINESS OR INDUSTRY| 11.

hool Teacher
13b. MOTHER'S MAIDEN NAME

FLIORA SHERRY

14, SOWCIAL SFCURITY NG,

BIRTHPLACE (Clty and stare or country} | 12. CITIZEN OF WHAT COUNTRY

PACIFIC MISSOURI UsA

14. NAME OF HUSBAND OR WIFE

IMOGENE CLAYTON

17. INFORMANT "= Address

IMOGENE. CLAYTON, SEE 2 ABOVE
16. CAUSE OF DEATH (Enter only one cause par line faor () i wie o

PART |. DEATH WAS CAUSED BY: -

wwmepiaTe cause o HEPATIC COMA

N

INTERVAL BETWEEN
QINSET AND DEATH

I

=
z
w
2
=
o
Q
a

Canditions, if any,
which gave rise to
shove cause (a),
stating the under-
lying causa last.

FART 1. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal
disease condition given in PART 1 (a) PULMONARI EDM AND

STION
RRED. [Enter nature of

pue o &y BLEEDING ESOPHAGEAT, VARICES
oue 10 1 CIRRHOSIS OF LIVER

.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

5810 i

PART (11 If decossed waeas female way
thare s pregnancy in oyt 90 deys,

IFY&; I 1 Ne I O Unknown
niwty in PART | or PARY Il of item 18,

-
W

b

20a. ACCIDENT  SUICIDE  HOMICIDE . DESCRIBE
a 0 8]

YES

20c. TIME OF
INJURY

Hour Month, Day, Year
a.m,

p.m.
20d. INJURY QCCURRED

WHILE AT WORK [
NOF WHILE AT WORK [J

21/

Daath occurred at

MEDICAL CERTIFICATION

20e. PLACE OF INJURY [8.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, sireat, office bldg., etc.)

uﬂanded the deceased fl: £-§§¢3
22a. SIGNATURE

£ red or fi N
M‘ﬁvw M | VA, ST. LOUIS, MISSOWRI

Tie. BURIAL, CREMANDN, | 23b. DATE [ Z3¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} {State)

ovel " loet.16,1963 INational Cemetery Jefferson Barracks, Mo.

Removal ADURESS Z5. DATE RECD. BY LOCAL REG. | 26. RWW'- . )
7y e

24. FUNERAL CIRECTOR B AL
WACKER-HELDERLE-363l Gravols Aveq O0CT 135 1963

(Licarised Embalmaer‘s Statement on Reversws Slde)}

—I0=13-63 TO=13=563

m on the date stated above, and 1o the best of my knowledge, from the causes stated.

22c. DATE SIGNED

10-1)-63

and last saw muliva on

22b. ADDRESS

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




" STATEMENT BY LICENSED EMBALMER

‘

| hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me,

or by S . ., Student Embalmer No.

Signature of Studant Embalmer

working under my personal supervision. T n .
) R
_ - s Pt F Fe -
Student Signed - ' /44‘14—/

Licensed Embalmer No. _;
; - . P.Q! Address V% et —

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER |n ‘his OWN HANDWRITING (Failure to comply
with the abave constitutes grounds for revocation of license). - - =

if embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




